Intimate partner violence (IPV) is considered to affect one in four women in the U.S. 1 and as many as two in three women in other countries where this concern has been assessed. 2 Far less is known, however, about the incidence and prevalence of IPV among women coming to the U.S. from other countries as immigrants. 3 This is particularly concerning given recent data suggesting that immigrant women are overrepresented among victims of severe IPV and IPV-related homicide. 4-8 A major reason for the lack of study in this area is the difficulty in recruiting individuals into service programs and criminal justice institutions from which assessments and surveillance data are typically drawn; immigrant battered women report lower levels of help-seeking for IPV and disclosure of abuse relative to other U.S. women. 3, 9 Several barriers specific to the immigrant context have been proposed to explain this lack of service utilization and reduced help-seeking: (1) linguistic barriers, (2) religious/cultural barriers, (3) lack of awareness of IPV-related services or legal sanctions, (4) perceived and actual cultural incompetence of services, and (5) fear based on insecure legal or illegal immigration status. [3] [4] [5] [6] 9 
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The CARE Communities project was developed, implemented, and evaluated through the collaborative and collective efforts of public health practice professionals serving in academic and practitioner roles. According to the most recent consensus statement published by the Association of Schools of Public Health's Council of Public Health Practice Coordinators, academic public health practice in the areas of service and research involves collaboration in defining program objectives and program planning, assistance in procuring needed resources, evaluation of outcomes, and provision of ongoing technical assistance. 10 In-service learning for public health degree students is also considered central to academic public health practice. All of these criteria guided development of the academic/practitioner collaborations constituting the CARE Communities project. This article describes the roles of academic and practice partners and the collaborative process involved in procuring funding, program and evaluation development and implementation, and interpretation of findings for the CARE Communities project. Facilitators and barriers to this work, as well as benefits to all partners, are also described.
PROCUREMENT OF FUNDING
In the spring of 2000, the National Center for Injury Prevention and Control at the CDC issued a request for proposals to establish demonstration projects for IPV prevention programs serving racial/ethnic minority communities. The violence prevention program at MDPH had recently established a small program to assist refugee and immigrant community-based efforts to intervene and prevent IPV, the first such statewide effort in the U.S. To maximize their efforts to compete for these CDC funds, MDPH collaborated with a faculty member from HSPH's Division of Public Health Practice who had experience conducting IPV research involving local immigrant communities and who had previously worked closely with the MDPH violence prevention team. The commitment of HSPH's Division of Public Health Practice to
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Public Health Reports / November-December 2004 / Volume 119 both the strengthening of ties with state-level stakeholders and involvement in programs that directly impact practice also provided a supportive context for this relationship. MDPH staff members and the HSPH researcher collaborated fully in constructing the CDC funding proposal, including program objectives and design, logic model, and evaluation design for the CARE Communities project.
Funds for this project were awarded through CDC's cooperative agreement mechanism. This mechanism calls for collaboration between CDC scientific and program staff and the grantee, with CDC scientists assuming co-investigator roles. This mechanism allows CDC scientists to bring their expertise to bear on the public health problems being studied and to be fully engaged in the project.
COLLABORATOR ROLES
The academic partners in the CARE Communities project were an HSPH faculty member and an HSPH doctoral student. The faculty member was responsible for the initial design of the evaluation and co-supervision of evaluation staff, and provided ongoing technical assistance. The HSPH doctoral student served as a research assistant, participating in the implementation of the evaluation and management and analyses of resulting data. Importantly, the doctoral student was physically situated at MDPH and was jointly supervised by the HSPH faculty member and MDPH staff to ensure close working relationships with other members of the project team and a strong bridge between the two organizations. The HSPH partners provided expertise in evaluation methods, academic scholarship in the area of IPV prevention, and experience with federal funders.
The practitioner partners consisted of the MDPH program director for CARE Communities, the MDPH director of the Division of Violence and Injury Prevention, the MDPH data and evaluation project manager, and an MDPH qualitative researcher. The MDPH program director and division director led the program design, monitored program implementation, and acted as liaisons between local programs and other members of the project team. The MDPH evaluation manager was responsible for ongoing development of the evaluation design and supervision of evaluation implementation and data management and analyses. The MDPH qualitative researcher was responsible for implementation of the evaluation jointly with the HSPH doctoral student. MDPH provided critical experience in developing culturally-tailored IPV prevention and intervention services, relationships with local service providers across the state, and skills in qualitative data collection, assessment of collaborations, and process evaluation.
CDC partners consisted of both a science and a project officer. The project officer worked with MDPH program staff on issues of program implementation, budget, and other administrative issues. The science officer worked with evaluation staff on the development of the evaluation design and on data analysis and manuscript development. CDC staff members provided additional technical expertise and consultation on both programmatic and evaluation design and implementation.
PROGRAM DEVELOPMENT
The model consisted of multiple networks of collaborating local IPV service providers, including IPV adult victim services, batterer intervention programs, sexual assault victim services, services for children exposed to IPV, and culturallybased IPV prevention and support services for refugee and immigrant communities. In each participating community, MDPH funded one such service provider as the network "lead agency," which in turn subcontracted with the other local network member agencies. The model is based on the premise that collaboration and cultural competence are essential and linked concepts for improving the provision of appropriate services to racial/ethnic minority communities. Greater collaboration among IPV service organizations in both outreach and direct service was hypothesized to increase provision of culturally competent services through increased awareness, acceptance, and actual utilization of such services by individuals from these communities. Two other major assumptions underlay the network model: (1) more traditional IPV services are less competent in reaching and serving minority communities as compared to services rooted in these cultural communities, and (2) existing culturally-based services lack the resources and expertise to provide the full range of services needed by families experiencing IPV. Thus, a model of networked agencies was proposed whereby IPV agencies attempting to serve a local community through a range of diverse services would work jointly to establish collaborative outreach and education to target minority communities and develop a more unified and "whole family" approach to IPV services. Such an approach has been suggested to be more acceptable to many minority communities, including recent immigrant communities, in which divorce or family separation are less acceptable alternatives in cases of family violence. 11 Such collaboration among local IPV agencies was hypothesized to increase both access to services and service quality.
Development of the network model was facilitated by the strong collective knowledge of the MDPH-HSPH team regarding the current level of collaboration among IPV service providers in many Massachusetts communities, the needs for IPV-related services among minority communities across the state, and the levels of interest in and commitment on the part of existing IPV service agencies to enhancing service provision to these local underserved communities. Further, the team shared an understanding of the need to allow local providers to develop work plans tailored to the unique combination of geographic, cultural, and economic factors related to the needs of local communities in achieving the major goals of the CARE Communities project. Based on this collective understanding, very basic and flexible guidelines were developed within which service networks were instructed to operate.
EVALUATION DESIGN DEVELOPMENT
The primary evaluation objectives consisted of documenting (1) how the basic CARE Communities program guidelines were implemented in each cultural community (including related barriers, challenges, and solutions), and (2) the impact of the resulting model of networked services. Decisions regarding the appropriate level of assessment for evaluation, however, portrayed a conflict of perspectives common to many academic-practitioner collaborations. CDC and HSPH strongly favored a focus on outcome measures (e.g., service utilization levels) to clearly assess program impact. In contrast, MDPH staff members advocated for extensive descriptive and process measures based on the priority of developing useful guidelines (i.e., "lessons learned") for future efforts, and concerns related to the burden of additional data collection on program staff members. MDPH staff members were also concerned that outcomes such as service utilization may be affected by many factors, and that such outcomes might not accurately reflect the broader impact of the model.
Through a lengthy series of discussions, agreement was reached on the need for both process and outcome measures to fully understand if, how, and why a collaborative model may affect acceptance and utilization of services, and ultimately, violence and injury. Two major factors, however, hindered the collection of outcome data: (1) difficulty in developing an outcome data collection tool acceptable to local practitioners given their limited data collection resources, and (2) state budget cuts leading to drastic staff reduction at both culturally-based service agencies and sexual assault prevention service agencies. Because these unforeseen funding cuts threatened basic service provision by these key agencies, the ability to consider changes in networks' service utilization over the course of the project as a program outcome was compromised. In addition, the resulting reductions in staffing diminished agencies' capacity to provide all forms of data, but especially service utilization outcomes based on the additional labor required. For these reasons, the evaluation design evolved such that the processes implemented by the networks to improve the cultural competence of services became the major focus. Thus, the final objectives of the evaluation were the following: (1) to document the implementation of the network model, (2) to document the development of community-level collaboration and cultural competence, and (3) to document changes in the nature of services provided to the target communities, and changes in organizational policies and procedures by network member agencies. While there was a shared understanding that measuring the impact of the CARE Communities program on violence prevention, service utilization, and client satisfaction with services for the target communities were critical next steps in assessment of this model, these efforts were not included within the evaluation.
IMPLEMENTATION
Two teams were constructed to implement the CARE Communities project beyond the period of program and evaluation design. The complete MDPH-HSPH team met bi-weekly to review the progress of both the CARE service networks and the evaluation. A smaller group consisting of only the "evaluation team" members (i.e., the MDPH data and evaluation project manager and qualitative researcher, the HSPH faculty member and doctoral student, and CDC scientists) met weekly to review and direct the evaluation plan. In this way, HSPH and MDPH directly and continually collaborated throughout the project period on both program and evaluation implementation, with the greatest focus on technical direction of the evaluation.
The larger project team also met monthly with network coordinators and lead agency executive directors for each service network to directly discuss issues related to the networks' progress and challenges, including the networks' responses to implementing the evaluation. Exchanges of information at these meetings led to both revision of the program model and evaluation plan, and to revision of service network work plans. Finally, CDC project advisors met via telephone monthly with the larger team to participate in discussions regarding program and evaluation design issues and implementation. The CDC also conducted annual site visits, providing the opportunity for intensive collaborative work and for meeting and discussing progress with local service providers. Through these mechanisms, communication occurred on a regular basis between HSPH, MDPH, local practitioners, and the CDC, and continual collaboration was facilitated.
INTERPRETATION OF FINDINGS
Interpretation of results of the CARE Communities project evaluation is in progress. The evaluation team is collaborating closely with other members of the project in interpretation of findings. Representatives from service networks are reviewing these interpretations to ensure correspondence with their experiences at the community level. Manuscripts and professional presentations related to this project have been led by CDC, MDPH, or HSPH, with drafts reviewed and edited by all project team members.
FACTORS AFFECTING AND BENEFITS RECEIVED FROM COLLABORATION
Major challenges to collaboration on the CARE Communities project, as discussed, included consideration of competing priorities regarding process and outcome assessments related to evaluation design, and unforeseen state budget cuts to culturally-based IPV services and sexual assault prevention services. These budget and resulting staff cuts not only minimized local agencies' ability to collect data required for evaluation, but threatened basic participation in their local service networks, greatly challenging local collaborations presumed critical to the proposed model.
A major facilitator of collaboration was establishment of structures to ensure inclusion of academic, state, and community partners at multiple stages of program development and implementation. Because of such structures, both parties viewed achievements and missteps as results of joint decisions, and few instances of resentment occurred regarding lack of program input.
Previous working relationships in which trust between partners had been established also greatly enhanced the potential for successful collaboration. For example, the HSPH faculty member had previously worked with the MDPH team, collaborated with the assigned CDC program advisors, and worked with several participating local provider agencies as both an IPV service provider and as a researcher. Individuals
